Occupational musculoskeletal injuries are costly to the health care industry. It is estimated that 12% of nurses leave the profession annually because of back injuries. With the use of grounded theory methodology, 15 nursing personnel and physical therapists were interviewed about their perceptions of occupational musculoskeletal injuries. Analysis of the data identified major themes, including feelings of fear and frustration; chronic issue and part of the job; love of the profession and concerns about continuing in the profession; increased risk of injury; compliant with treatment; negative impact on quality of life; negative feelings about the occupational health department; and educational needs. A theory began to emerge in which health care workers accepted occupational injuries as part of the job and took no action or initiated only minor interventions to prevent work-related injuries. The study indicates a need for education and better communication.
M ore than 50% of nurses complain of chronic back pain (Nelson, 2005) . These injuries exacerbate an already significant nursing shortage. Many nurses accept musculoskeletal pain as part of their job (Nelson et al., 2007) . Occupational musculoskeletal injuries decrease individuals' quality of life and productivity at work. In 2003, the National Institute for Occupational Safety and Health (NIOSH) released guidelines for nursing homes that suggested manual lifting of patients be eliminated when feasible (NIOSH, 2003) . The Occupational Safety and Health Administration (OSHA) released safe lifting and movement of nursing home residents guidelines focused on practical principles to reduce injuries (NIOSH, 2006) . Patient handling tasks create the potential for injury among providers because of the awkward nature of lifting, the unpredictability of the weight lifted, and the amount of weight lifted.
Occupational musculoskeletal injuries among health care workers can cause serious outcomes. Healthy People 2010 identified reducing work-related injuries resulting in treatment, lost work time, or restricted work activity as an objective in the prevention agenda (U.S. Department of Health and Human Services, 2000) . Compared to workers in other industries, health care workers experience higher rates of work-related injuries. In 1997, the rate of injuries per 100 full-time health care workers was 7.9; the goal injury rate from Healthy People 2010 is 5.5 (U.S. Department of Health and Human Services, 2000) . In 2007, the injury rate for hospitals was 7.7 (Bureau of Labor Statistics, 2008) .
The American Nurses Association (ANA) launched a Handle with Care Campaign to educate nurses about musculoskeletal injuries, safe patient handling techniques, and equipment to assist with patient care (White, 2007) . The ANA supports The Nurse and Health Care Worker Protection Act of 2009 (ANA, 2009 , introduced in the House of Representatives to expand safe handling standards. Several states have already passed legislation on patient handling to reduce occupational injuries (Hudson, 2008) .
Nurses have been reluctant to report occupational injuries. The Bureau of Labor Statistics tracks injuries in the health care industry, and evidence exists that these injuries are underreported (Menzel, 2008) . Causes of underreporting include fear of job loss (Pransky, Snyder, Dembe, & Himmelstein, 1999) , avoidance of drug testing (Scherzer, Rugulies, & Krause, 2005) , avoidance of OSHA inspections, and increased workers' compensation premiums (Leigh, Marcin, & Miller, 2004) .
Business and Leadership
Previous studies investigated injury patterns in the workplace and found that young men have the highest occupational injury rates (Marsh, Derk, & Jackson, 2006) . Also, the highest occupational injury rate occurred on Sunday, with Monday ranking second (Brogmus, 2007) . A study involving emergency medical service (EMS) workers found that they had higher injury rates than those reported by the Department of Labor for any industry in 2000 (Maguire, Hunting, Guidotti, & Smith, 2005) . Discovering the related causes of the injuries and improving safe practices could decrease the number of musculoskeletal injuries in this group.
Studies also investigated the effectiveness of interventions. Findings showed that back belts do not lessen the risk of injury for workers and may provide a false sense of security (NIOSH, 1994; Wassell, Gardner, Landsittel, Johnston, & Johnston, 2000) . Training workers to use proper body mechanics for manually lifting adult patients was also not effective in preventing injury (Nelson et al., 2006) . The use of mechanical lifts has been demonstrated as a best practice in health care (Collins, Wolf, Bell, & Evanoff, 2004 ).
More research is needed to understand the experiences of injured health care workers. Nurses who had previous musculoskeletal injuries perceived work environments as unjust and believed they might not be able to continue the work because of the demand of the job (Geiger-Brown et al., 2004) . Improved safety environments can reduce injuries when appropriate prevention strategies are used (Grosch, Gershon, Murphy, & DeJoy, 1999) . Work-related musculoskeletal injuries negatively impact employees' quality of life, patient care, and health care facilities' profit margin.
The research question for this study was what are nurses' and therapists' experiences with occupational injuries? Patient care may be improved by understanding this experience. Practice protocols and nursing curricula may be changed by understanding perceptions of injured workers.
METHOdS
Using a grounded theory approach, the purpose of this study was to investigate the perceptions of nurses and therapists who had occupational musculoskeletal injuries. Nurses and therapists were interviewed to explore their experiences with occupational musculoskeletal injuries, perceptions of ways to prevent injury, and treatment following injury.
Design
Grounded theory, as described by Glaser and Strauss (1967) and further refined by Strauss and Corbin (1990) , was the approach for data collection and analysis of data. Grounded theory is inductively driven from the study of representative phenomena. Theory is constructed from and grounded in the data. Research methods using this approach begin with an area of study and theory is constructed from the emerging data. Data collection and analysis occur simultaneously and continuously. As data are collected and analyzed, findings influence further data gathering by asking participants to confirm findings, which then influences ongoing data analysis and adds to the understanding of the experience.
A grounded theory approach is appropriate for the research question of this study, where information and theory on a phenomenon need further study. A grounded theory approach is indicated for this research question that explores perceptions and experiences. The criteria for grounded theory include it should fit the phenomenon being studied; it should provide understanding and be comprehensive to both the person studying the phenomenon and the others involved in the area; and it should provide control for the conditions to which the theory applies and provide a basis for action in the area (Strauss & Corbin, 1990) . A grounded theory approach is appropriate when information and theory on the subject matter are limited. This method allows participants to report their experiences in their own words without the limitation of questionnaires or surveys.
Sample
The study sample consisted of nurses and therapists who had experienced an occupational musculoskeletal injury. Nurses included registered nurses, licensed practical nurses, and nursing assistants. Therapists were defined for this study as physical therapists, occupational therapists, and therapy assistants. All occupational musculoskeletal injuries, regardless of whether they were reported, were included in the study. As the study progressed, theoretical samplings were used to select additional participants. Theoretical sampling is the process of choosing where and how to seek additional data in response to data analysis (Glaser & Strauss, 1967) . The researchers tried to recruit participants from several nursing departments so data from nurses with a variety of experiences would be included. For example, concepts about the physical environments were reported by participants who performed invasive procedures regularly; participants who were from similar departments such as surgery were recruited to determine if their experiences were similar. The size of the sample was determined by theoretical saturation, a process in which the researcher demonstrates that the concepts are repeatedly discovered in the data, with less and less new information emerging. The study was terminated after 15 interviews when no new themes were emerging from the data.
Study participants were recruited via a variety of approaches. Informational flyers were placed in employees' paychecks and posted in nursing departments. Flyers were also distributed by occupational health nurses to employees currently under their service. Also, department leaders and one of the researchers made announcements about the study at various nursing meetings in the organization.
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Setting
The study was conducted in a 500-bed acute care hospital in an urban setting in central Pennsylvania. The acute care setting was chosen because no studies about nurses' and therapists' perceptions of musculoskeletal injuries in the acute care setting had been conducted using this method. Participants were interviewed in a private place, in either a conference room at the hospital or another place requested by the nurse or therapist.
Procedures
A set of predetermined questions guided a focused interview with participants; the open-ended questions explored their experiences, thoughts, and feelings about occupational musculoskeletal injuries. Initial analyses led to more focused questions as the study continued. As themes began to emerge, participants were asked about the proposed theme to confirm findings and expand on the theme as appropriate. Participants were interviewed and asked follow-up questions to provide further explanations and verification. In addition to interview transcripts, extensive field notes were kept detailing observations and nonverbal expressions. Demographic data were also collected, including age, gender, occupation, and department.
Data collection and analysis occurred simultaneously, using the constant comparison method (Glaser & Strauss, 1967 ) (Sidebar). Data were coded during a line-by-line reading of the interviews. The first step in the data analysis phase used open coding in which the data were examined, conceptualized, and categorized. The data were then analyzed using axial coding in which categories were examined for relationships. Next, selective coding was used to identify core categories. Finally, theoretical integration was completed and beginning theory was identified and related to other categories after the core categories or themes became evident. The core categories guided further data collection and theoretical sampling. Core categories were linked together with subcategories and eventually formed a beginning theory that reflected the data.
RESUlTS
Fifteen nurses and therapists were interviewed about their occupational injuries. All participants were female, with ages ranging from 36 to 64 years (M = 53 years). The participants included registered nurses (n = 11), physical therapists (n = 2), a licensed practical nurse (n = 1), and a nursing assistant (n = 1). All of the participants had musculoskeletal injuries, and 6 of the 15 reported more than one injury. The injuries reported included back injuries (n = 7), knee injuries (n = 3), elbow injuries (n = 2), foot injuries (n = 2), leg injury (n = 1), sternum injury (n = 1), shoulder injury (n = 1), finger injury (n = 1), neck injury (n = 1), hip injury (n = 1), and head injury (n = 1). Several of the injuries were different from the typical lifting injury. Three employees reported injuries related to equipment, three reported injuries from falls, and one reported an injury related to a patient kicking a nurse. Several other participants described injuries to coworkers from patients hitting or kicking them.
The participants worked in a variety of departments.
Most injuries occurred on the day shift (n = 11); only one injury occurred on the night shift, one injury on the evening shift, and two injuries were unknown. Most participants could not recall the day of the week of the injury. However, of those who did remember the injury, workers stated that it occurred on a weekday. Of the 15 participants, 10 reported that the occupational musculoskeletal injuries were repeat injuries of other occupational musculoskeletal injuries that occurred in the past. Twelve of the participants reported their injuries to the occupational health department and three believed the injury was related to an occupational incident but did not report it. Several participants reported one injury to the occupational health department and then had another injury and did not report it.
FINdINgS
Analysis of the data, employing the constant comparative method, identified major categories of nurse and therapist feelings about occupational musculoskeletal injury. These
definitions of Terms of the grounded Theory Model
Constant comparison method-A method whereby data collection and analysis occur simultaneously and the data are compared to themselves and other participants' data.
Open coding-The process of examining, comparing, conceptualizing, and categorizing data.
Axial coding-A set of procedures whereby data are put back together in new ways after open coding by making connections between categories.
Selective coding-The process of selecting the core category, systematically relating it to other categories, validating those relationships, and filling in categories that need further refinement and development.
Core category-The central phenomenon around which all other categories are integrated.
Theoretical integration-The use of core categories to develop an introductory theory that is integrated in the data.
Theoretical sampling-Sampling based on the concepts that have proven theoretical relevance to the evolving theory.
Note. Data from Strauss and Corbin (1990) .
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categories emerged consistently between and among participants and served to organize the data into a conceptual whole. Categories included feelings of fear, anger, and frustration; chronic issue and part of the job; love of the profession and future concerns; increased risk of injury; compliant with treatment; negative impact on quality of life; negative feelings about the occupational health department; and educational needs ( Figure) .
Feelings of Fear, Anger, and Frustration
The participants described various feelings about their injuries and the events surrounding them. However, consistent themes included feelings of anger, fear, and frustration. The nurses and the therapists described similar feelings. The participants described feelings of fear when the injury first occurred and if the injury continued for any period of time. One nurse stated, "I was scared because I thought I broke my nose." Another nurse stated that she feared for patients' safety while she was taking medications for her injury. She said, "I was scared and I said to them, 'What if I kill somebody?' I was really scared."
Nurses and therapists also described feelings of anger at themselves and others. One participant described anger about the injury: "I felt angry. I never had one. I never hurt my back, ever." Another nurse Business and Leadership discussed her feelings about being fine and then having the injury. She stated, "I was really upset. I came to work this morning and my knee was perfectly fine. Now, I don't know what the next 6 months are going to bring."
Some of the professionals described the culture in health care as busy, making it difficult to secure help from other staff. This culture creates an environment where injuries are more likely to occur because everyone is busy. One participant said, "I was upset and thought there should be people helping a little bit more." Concerns about the availability of help and issues with staffing were described and caused anger with others. One nurse stated, "One, I was mad at myself and two, I was kind of mad at management."
Frustration, another feeling expressed by the participants, included frustration that participants lifted without taking proper precautions, general frustration with the injury, and frustrations from supervisors. One participant stated, "It was very emotionally exhausting and frustrating." She went on to say, "I was frustrated with myself. I should have raised the bed, but instead I did it hastily and as I was pulling up, I felt a pull in my back." Another participant described the supervisor's unhappiness related to coverage.
Chronic Issue and Part of the Job
Another theme that emerged from the data was that injuries were chronic and part of the profession; however, participants described few measures to prevent injuries. One participant described the chronic problem: "The third time I injured my back was the worst." In many cases, the injury never seemed to be completely resolved. The nurses described their injuries as chronic. One stated, "I do believe I have not recovered completely."
More than half of the health care professionals described occupational injuries as part of the job. They recognized lifting, pushing, pulling, bending, and walking as consistent parts of the job and that these actions increased their risk of injury. They accepted this. Also, several nurses described injuries from agitated patients and felt this was also part of the job.
Love of the Profession and Future Concerns
Several participants described their absolute love of their professions, the patients, and the work they do everyday. At the same time, some of the nurses and therapists described concerns about continuing to do their present job tasks as they age. They expressed sadness that occupational and non-occupational injuries may result in their inability to practice their professions. They also expressed concerns about the need to seek other employment with less lifting as they aged. One nurse near retirement stated, "If I could do it for another 40, I would, but I physically can't." Another participant stated, "I wonder how long I will be able to do the job. I love my job."
Increased Risk of Injury
Many of the participants discussed increased risk of injury on the job. They described issues such as patient weight, increased patient acuity, overtime, and the physical environment causing increased risk. Because most of the participants had many years of experience, they described a different environment. As the weight of the average American increases, nurses clearly described an increased risk for occupational injuries. Nurses consistently discussed patients who weighed more than 300 pounds. One nurse stated, "Patients are bigger now than they used to be and you need to get more help to move them."
The nurses described increased acuity and overtime as issues causing increased risk for injuries. Several nurses described increased patient acuity and increased number of confused patients as reasons for more nursing help. One nurse stated, "The acuity is incredible. Even after I got hurt, I did not go to the emergency department until my shift was over. We have to get the work done." Another participant said, "You are tired and your muscles are tired, or maybe it is the stress of working the overtime. This is a big factor."
Participants from different departments described situations where the physical environment causes an injury or a potential injury could occur. One nurse described the design of the department in which stools were required on a regular basis to reach equipment and eventually someone was going to fall. Nurses described a lack of lighting, exposed wires, and sharp edges on chairs. Statements about the environment came up as nurses described injuries and also as health care professionals were asked how to prevent them. One nurse stated, "There is a lot to watch out for and you need to duck so you don't hit your head." Staff also described injuries related to equipment. A nurse described how the environment caused injuries; however, placement of the monitors was changed and this improved the environment.
Compliant With Treatment
All the participants reported they were compliant with their treatment following the injury. Whether they saw their personal physician or occupational health professionals, they followed the physicians' recommendations. One participant stated, "Oh yes, I did what they told me." Depending on the injury, participants described going to physical therapy and felt it was beneficial. The participants consistently felt they did what was prescribed. A nurse stated, "Yes, I have followed the treatment."
Negative Impact on Quality of Life
Negative impact on the quality of life following an occupational injury emerged as a theme from the data. The health care professionals consistently reported a diminished quality of life after occupational injuries. One participant said, "I couldn't sleep because every time I turned over in bed, it woke me up." Some described chronic pain following injury. One participant stated, "I have Business and Leadership trouble getting out of the car." Workers described how activities in their lives changed. One stated, "I can't go to work and then go shopping. I have to do all my shopping on the weekend when I am rested." Also, participants who had chronic injuries described how they needed to change their activities because they were fearful of re-injury. They described the precautions they took to prevent further injury. One participant stated, "I get on my hands and knees to make my bed when I hurt so I don't re-injure my back."
Negative Feelings About the Occupational Health Department
Negative feelings about the occupational health department emerged as a theme from the interviews. Some expressed negative feelings, but others did not express negative perceptions about the department. The culture in this health system seems to be one in which employees are reluctant to report injuries. One participant stated, "When I hurt my back, my supervisor told me not to report it." Another participant stated, "When I tell someone that I am on light duty because I hurt myself here, many of them tell me that you should always say that you hurt yourself outside." Many of the health care professionals described several injuries and most did not report all.
Some of the employees saw occupational health as an inconvenience. One of the participants stated, "I can tell you that it is an inconvenience to run from a major, big hospital to a smaller place." Participants stated that because of the inconvenience, they did not report injuries and instead visited their own physicians. One of the nurses said, "I think that it could be that they go to their own family doctor because of the inconvenience." Another nurse described why she felt health care professionals did not report the injuries: "Some people don't want to go through the system, and there is more push to get you back to work."
A few of the participants had very negative feelings about their experiences with the occupational health department. Several participants felt that injured workers are pushed back to work. One nurse stated, "I was really unhappy with occupational health. They would not believe me for 6 weeks and I was working on it." These participants did not feel they had received optimal care. They felt that if they had gone to their personal physicians, they would have received better care. One stated, "I was sent back to work the next day and everyone who saw me the next day would say, 'I can't believe that you are here.'" Another participant described the negative experience: "I feel the hospital professes for excellent care and as an employee I am not receiving that. If I had done this on the street, I would have already seen a specialist and received magnetic resonance imaging." Concerns were related to perceived delays in treatment and the process that was followed.
Others did not express the same concerns and were more positive about their care. One participant stated, "I think occupational health was good. When I was concerned and suggested magnetic resonance imaging, he was quick to do that." It is unclear if the negative feelings were the result of their treatment by occupational health or these employees' frustration with the injury.
Need for Education
The need for education emerged as the final theme. Participants clearly lacked a comprehensive plan to prevent injuries using assistive devices. Most interviewees responded to questions about preventing injury by stating that they would be careful. The participants had many suggestions about how to prevent injuries, but the suggestions were limited to their department or profession. Nurses from inpatient medical and surgical units had suggestions about how to prevent injuries that were different from those of nurses in outpatient areas or nurses in inpatient critical care.
The therapists interviewed had a different perspective on assistive devices and ways to prevent injuries. However, even the therapists' suggestions for assistive devices and ways to prevent injuries differed from nurses' suggestions. One injured therapist focused on safe ambulation and transfer by assessment and the use of gait belts. Another therapist with a more chronic back issue focused on both actions at work and actions that could be taken at home to prevent injuries. The therapist had a perspective similar to that of the nurses working in the orthopedic unit. Some of the nurses described interventions about overall safety in the health care environment. They discussed safe equipment and safe environments to decrease injury. Other nurses focused on preventing injuries perpetrated by combative patients.
Some of the health care professionals interviewed felt that they knew how to lift and that they did not need education. However, during the interview they described limited ways to prevent injuries. One nurse stated there was nothing that could have prevented her fall in the workplace and yet she believed that the patient's bed alarm was off, which may have contributed to the injury; she fell because the patient got out of bed without assistance.
Also, participants in the study felt that there was a need to educate staff about how to use assistive equipment. One nurse described why assistive devices were not used: "I don't think everyone knows the hover mat exists." Another participant stated, "I don't think everyone knows about the equipment and how to use it." The nurses also stated that the equipment was difficult to find on the unit and everyone needed education about devices and environmental safety. Some of the interviewees felt that everyone should be educated about safe work environments, including administration, and changes were needed to make the workplace safer.
Several nurses also described a serious need for education regarding how to handle confused and combative patients. The nurses felt this skill was not taught in their basic nursing Business and Leadership education nor during in-services provided by the hospital. Another nurse stated, "A self-defense course and a course on how to handle patients who escalate toward violence would be good."
The interviews also showed a need for education about injury prevention and physical fitness. More than half of the study participants reported they did not engage in any physical exercise. One worker stated, "I don't exercise." Some of these participants stated that they were too tired to exercise or it was inconvenient. Most did not describe any exercise program.
dIScUSSION
The data demonstrated the emergence of a beginning theory of "acceptance of injury as part of the job" and "lack of any plan to prevent the injury." The health care providers described the negative impact injury had had on their quality of life and compliance with their prescribed regimen. However, other underlying themes were (1) professionals loved their work and were concerned about being able to continue their work in the future; (2) negative perceptions about the occupational health department; and (3) the need for education related to body mechanics, assistive equipment, managing agitated patients, and redesigning the physical environment.
The participants in this study had feelings of fear and anger about the injury and most expressed selfanger. Many of the workers had multiple injuries and viewed the injuries as a chronic issue. However, they offered few options for prevention. Many of these same health care providers discussed the love of their job and concerns that they might not be able to continue to do that job because of injury and pain. The results of this study have implications for both management and occupational health nurses. Recognizing the feelings and perceptions of injured health care workers may allow management and occupational health nurses to better relate to injured workers.
This research study had several limitations. The study health system consists of two campuses and no participants volunteered for the study from the smaller facility. Also, only women volunteered for the study. The researchers attempted to recruit from the smaller campus and among male employees but were unsuccessful. Most of the participants were older than 40 years and had many years of experience. The results showed negative feelings about the occupational health department. One could question if only those employees who were unhappy with the department volunteered for the study, meaning the results are not representative. Although the health system supported this project, some employees may have been fearful to participate in the study. The participants only represent this region and the educational and experience profile of the sample.
The results of this study have implications for future research. Findings are consistent with past work environment research (GeigerBrown et al., 2004) but expanded on the phenomenon specifically related to occupational injuries. A more comprehensive study of injury impact could be used to implement the suggestions discussed in this study and investigate the themes in more detail.
IMplIcATIONS FOR pRAcTIcE
The results of the study have implications for practice. The results challenge organizations to create a culture of safety for health care workers, which will improve patient safety. Hospitals should create a culture of safety whereby everyone in the facility is looking for ways to decrease injuries and improve safety. The culture should be one in which nurses report potential risks, all injuries are reported, and teams are formed to improve safety. Management and staff need to assess the physical environment to determine if specific measures might create an environment more conducive to safe patient care and less likely to result in occupational injuries. The results of this study showed the need for effective communication among staff, management, and the occupational health nurse. Open communication 
1
Nurses and therapists in this study expressed the perception that occupational injuries were part of the job and discussed varied strategies to prevent injuries, but lacked a comprehensive plan to avoid injury. Many participants believed that to prevent injury, they needed to "be careful." The research clearly indicated the need for a comprehensive education program, changes to the work environment, and improved communication to report injuries and develop ways to prevent injuries.
2
Occupational health nurses are well positioned to advocate for health care workers, facilitate strategies to reduce injuries, and initiate thoughtful injury prevention planning dialogue with individuals and departments. Although perceptions of the occupational health department vary by employee, this should only empower occupational health nurses to pursue all avenues to improve communication between occupational health nurses and employees.
I N S U M M A R Y
Business and Leadership should enhance safety in the workplace. Also, participants felt that more help was needed because of increased patient weight and acuity and increased department activity. This perception may be real and needs to be evaluated to determine if specific changes meet these challenges. Health systems need to create a culture that encourages injury and potential safety violation reporting so incidents can be prevented. The results showed that safety issues need to be included in nurses' and therapists' curricula at universities. Nursing programs must address safe body mechanics, injury prevention, and safety improvement. Integrating the Quality and Safety Education for Nurses model (www. qsen.org) into nursing curricula will improve safety education. Issues such as creating a culture of safety and ways to prevent injuries need to be addressed during basic health science programs. This education must also continue during the careers of both nurses and therapists. Hospital education departments and managers also need to offer these educational programs.
